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Antidepressant medicines are primarily used in the management of depression and various anxiety disorders. Antidepressants are also prescribed for conditions such as sexual dysfunction, eating disorder, impulse control disorders, enuresis, aggression, and some personality disorders.\[[@ref1]\] Although antidepressant drugs have great benefit in treating many psychiatric disorders, they are also associated with a wide range of potential adverse drug reactions (ADRs).\[[@ref2]\] Over the years, prescription patterns of antidepressant medicines have been changed.^.^ Medications such as tricyclic antidepressants (TCAs) and monoamine oxidase inhibitors (MAOIs) have been substituted with a novel class of medicinal drugs such as serotonin-norepinephrine reuptake inhibitors (SNRIs) and selective serotonin reuptake inhibitors (SSRIs), and other new antidepressants. SSRIs are known to cause fewer side effects and more tolerable pharmacological profiles, which progress to them as the most popular class of prescribed antidepressants.\[[@ref3]\]

An earlier study conducted in the same setting reported an incidence rate of 10.2% associated with psychotropic drugs in general.\[[@ref4]\] Another study found that 26.87% of patients who took antidepressants reported ADRs,\[[@ref5]\] whereas another study reported lower rates (19.8%) of ADR.\[[@ref6]\] A prospective observational study reported higher incidence rate of antidepressant ADRs (42.39%) in a tertiary care hospital.\[[@ref7]\] Monitoring and reporting of ADRs can play a vital role in early detection of ADRs and prevent future harm to patients; improve patient safety and improve medicine information and education; and thereby enhance the quality of care, decrease in the cost of the treatment, and better adherence to prescribed medications.\[[@ref4]\]

The likelihood of the occurrence of suspected ADRs is commonly assessed and reported using World Health Organization (WHO) and Naranjo causality assessment criteria, which are widely recommended scales.\[[@ref8]\] According to WHO causality assessment, ADRs are generally classified as certain, probable or likely, possible, unlikely, unclassifiable, or conditional, whereas Naranjo classifies it as definite, probable, possible, and doubtful. ADRs are classified and reported as mild, moderate, and severe based on the Hartwig's severity assessment. The preventability of suspected ADRs is classified as not preventable, probably preventable, and definitely preventable.\[[@ref9]\]

Earlier studies have shown that psychiatry patients are at more risk of developing ADRs due to the chronic and relapsing nature of the disease requiring long-term therapy and often with multiple medications.\[[@ref4][@ref7],[@ref10]\] In addition, there are not many studies, which solely address the incidence and nature of ADRs in patients receiving antidepressant medications. Hence, the study was undertaken in a psychiatric setting.

The objective of this study was to evaluate the incidence and nature of ADRs among outpatient psychiatric receiving antidepressant drugs based on its causality, severity, preventability, and predictability.

M[ATERIALS AND]{.smallcaps} M[ETHODS]{.smallcaps} {#sec1-2}
=================================================

This study was conducted in the psychiatric outpatient setting of a secondary care hospital in Ras Al Khaimah, UAE. This was a cross-sectional study. We prospectively screened all the patients for the presence of suspected ADRs from December 2016 to May 2017. The study protocol was reviewed and approved by both the institutional and regional research and ethic committee of Ras Al Khaimah (Protocol no. MOHP/RAK/SUBC/NO-44/2016-PG-P).

Approximately, 12--15 patients who required treatment with at least one antidepressant medication visit the psychiatry outpatient department per week. Hence, the approximate total number of patients reviewed during the study period (6 months) was 131 patients. All these patients were screened for ADRs. Patients of both the genders and all age groups fulfill the mental and behavioral diagnostic criteria for the 10th Revision of the *International Classification of Disease* (*ICD-10*), prescribed with at least one antidepressant medication and registered in the psychiatry outpatient setting were screened for the presence or occurrence of ADRs. Outpatients who were not managed with any antidepressant medications and admitted as inpatients and receiving antidepressants were excluded from the study.

The cases were identified by the principal investigator by attending outpatient psychiatric department clinic (two to three times per week) at the study site along with the treating psychiatrist at one clinic of the four clinics of the department of psychiatry. The required data were gathered from the patient prescriptions, patients' electronic medical records, and/or by interviewing the patients and their family members and were documented in the ADR reporting and documentation form.

The causality assessment of suspected ADRs was performed using Naranjo and WHO-UMC (The Uppsala Monitoring Centre) probability scales.\[[@ref11][@ref12]\] Hartwig *et al.*'s\[[@ref13]\] scale and modified Schumock and Thornton's\[[@ref14]\] scale were used to assess the severity and preventability of suspected ADRs.

Data were analyzed by using the Statistical Package for the Social Sciences software program, version 24.0, for Windows (IBM, Armonk, New York). A paired Student's *t* test was performed to determine the statistically significant difference in the weight of the patients who reported weight gain to antidepressants. The predictors of suspected ADRs were identified by calculating relative risk. The different predictors tested are gender, age, number of medications, presence of comorbid conditions, and drug--drug interactions. A value of *P* \< 0.05 was considered statistically significant.
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=====================

Of 131 patients who visited the outpatient clinic of the study setting, 29 patients developed at least one ADR. This incidence of suspected ADRs to antidepressant medications was found to be 29/131 × 100 = 22.1%.

Among the total patients screened for ADRs, 81 (62%) were women and 50 (38%) were men. Female predominance (21, 72.4%) was documented over males (8, 27.6%) in cases of suspected ADRs to different antidepressant medications.

The mean age of all the patients who experienced ADR was 38.24 ± 14.51 years. Patients within the age group of 20--40 years (48.27%) presented with the highest number of ADRs followed by the patients of age group 41--60 years (34.48%). Among the patients who experienced ADRs, 18 (62.1%) were UAE nationals and the remaining were expatriates 11 (37.9%).

The average number of medications per patient who developed ADR was found to be 2.06 ± 0.98. The mainstream of the patients who developed an ADR received 1--2 medications (*n* = 20, 68.9%) at the time of experiencing ADR. A sum of 44 ADRs to different antidepressant medications was reported. The average number of suspected ADRs per patient was found to be 1.5 ± 1. The majority of the study patients (21, 72.4%) experienced at least one ADR.

The most commonly suspected ADR was found to be weight gain in eight (18.1%) patients followed by somnolence in four (9.1%) patients \[[Table 1](#T1){ref-type="table"}\]. Weight gain was documented in eight patients. A statistically significant difference (*df* = 7, *P* = 0.005) was observed in the weight of the patients before (69.7 ± 18.1kg) and after receiving the suspected antidepressant medications (75.7 ± 17.8kg). Escitalopram was the most common drug responsible for ADR in 13 (29.6%) patients followed by fluoxetine in 6 (13.6%) \[[Table 2](#T2){ref-type="table"}\].

###### 

Spectrum of different adverse drug reactions and drug(s) implicated

  Type of ADRs              *n* (%)    Drug(s) implicated
  ------------------------- ---------- -----------------------------------------------------------------------------------------------
  Weight gain               8 (18.2)   Escitalopram (*n* = 4), duloxetine (*n* = 1), mirtazapine (*n* = 2), and fluoxetine (*n* = 1)
  Rash                      1 (2.3)    Escitalopram (*n* = 1)
  Decreased appetite        1 (2.3)    Escitalopram (*n* = 1)
  Increased irritability    2 (4.5)    Escitalopram and mirtazapine (1 each)
  Headache                  2 (4.5)    Escitalopram and agomelatine (1 each)
  Flushing                  1 (2.3)    Escitalopram (*n* = 1)
  Sedation                  3 (6.8)    Amitriptyline (*n* = 1) and imipramine (*n* = 2)
  Elevated blood pressure   2 (4.5)    Duloxetine and venlafaxine (1 each)
  Sexual dysfunction        1 (2.3)    Escitalopram (*n* = 1)
  Abdominal pain            3 (6.8)    Escitalopram, agomelatine, and fluoxetine (1 each)
  Flu-like syndrome         1 (2.3)    Mirtazapine (*n* = 1)
  Palpitation               1 (2.3)    Fluoxetine (*n* = 1)
  Somnolence                4 (9)      Fluoxetine, mirtazapine, fluvoxamine, and paroxetine (1 each)
  Vomiting                  1 (2.3)    Escitalopram (*n* = 1)
  Nausea                    1 (2.3)    Escitalopram (*n* = 1)
  Excessive dreams          3 (6.8)    Fluoxetine, venlafaxine, and paroxetine (1 each)
  Xerostomia                1 (2.3)    Clomipramine (*n* = 1)
  Tremor                    2 (4.5)    Fluoxetine and clomipramine (1 each)
  Dizziness                 2 (4.5)    Maprotiline and imipramine (1 each)
  Sweating                  1 (2.3)    Imipramine (*n* = 1)
  Loss of weight            1 (2.3)    Paroxetine (*n* = 1)
  Fatigue                   1 (2.3)    Duloxetine (*n* = 1)
  Blurred vision            1 (2.3)    Duloxetine (*n* = 1)

ADRs = adverse drug reactions

###### 

Different antidepressant drugs associated with adverse drug reactions

  Suspected drug   *n* (%), (*n* = 44)
  ---------------- ---------------------
  Escitalopram     13 (29.6)
  Fluoxetine       6 (13.6)
  Mirtazapine      5 (11.4)
  Duloxetine       4 (9.1)
  Imipramine       4 (9.1)
  Paroxetine       3 (6.8)
  Venlafaxine      2 (4.5)
  Agomelatine      2 (4.5)
  Clomipramine     2 (4.5)
  Fluvoxamine      1 (2.3)
  Maprotiline      1 (2.3)
  Amitriptyline    1 (2.3)

Higher prevalence of ADRs was documented in 11 (38%) patients with major depressive disorder followed by generalized anxiety disorder in 7 (24.2%) cases \[[Table 3](#T3){ref-type="table"}\]. The most commonly affected organs were central and peripheral nervous system due to ADRs in 16 (36.2%) cases, followed by metabolic and nutritional disorders in 9 (20.4%) \[[Table 4](#T4){ref-type="table"}\].

###### 

Psychiatric disorders associated with suspected adverse drug reactions

  Diagnosis                                           *n* (%), (*n* = 29)
  --------------------------------------------------- ---------------------
  Major depressive disorder                           11 (38)
  Generalized anxiety disorder                        7 (24.2)
  Obsessive-compulsive disorder                       2 (7)
  Adjustment disorder with depressed mood             2 (7)
  Adjustment disorder with anxiety                    1 (3.4)
  Major depressive disorder with psychotic features   1 (3.4)
  Post-traumatic stress disorder                      1 (3.4)
  Social phobia                                       1 (3.4)
  Nocturnal enuresis                                  1 (3.4)
  Autistic disorder                                   1 (3.4)
  Somatization disorder                               1 (3.4)

###### 

Different organ systems associated with adverse drug reactions

  System organ class                                       Type of ADRs              *n* (%)
  -------------------------------------------------------- ------------------------- ----------
  Central and peripheral nervous system disorders (0410)   Excessive dreams          3 (6.8)
                                                           Dizziness                 2 (4.5)
                                                           Somnolence                4 (9.1)
                                                           Sedation                  3 (6.8)
                                                           Headache                  2 (4.5)
                                                           Tremor                    2 (4.5)
  Gastrointestinal system disorders (0600)                 Xerostomia                1 (2.3)
                                                           Nausea                    1 (2.3)
                                                           Vomiting                  1 (2.3)
                                                           Abdominal pain            3 (6.8)
                                                           Decrease appetite         1 (2.3)
  Metabolic and nutritional disorders (0800)               Weight gain               8 (18.1)
                                                           Weight loss               1 (2.3)
  Skin and appendages disorder (0100)                      Rash                      1 (2.3)
                                                           Sweating                  1 (2.3)
                                                           Flushing                  1 (2.3)
  Vision disorders (0431)                                  Blurred vision            1 (2.3)
  Body as whole-general disorders (1810)                   Fatigue                   1 (2.3)
                                                           Flu-like symptoms         1 (2.3)
  Reproductive system disorders male (1410)                Sexual dysfunction        1 (2.3)
  Psychiatric disorder (0500)                              Irritability              2 (4.5)
  Cardiovascular disorder (1010)                           Elevated blood pressure   2 (4.5)
  Heart rate and rhythm disorder (1030)                    Palpitation               1 (2.3)

ADRs = adverse drug reactions, SOC = system-organ classification, WHO-ART = World Health Organization-adverse drug reaction

The suspected ADRs belonged to categories of "possible" (37, 84%) type by Naranjo's causality assessment, whereas the predominance of the suspected ADRs was "possible" (27, 61%) in nature by WHO-UMC causality assessment. The greater proportion of the suspected ADRs were "mild" (40, 91%) in severity. The good number of the suspected ADRs (29, 66%) was of "predictable" types. The preventability assessment shows that most of the suspected ADRs were of "not preventable" type (37, 84%) \[[Table 5](#T5){ref-type="table"}\].

###### 

Causality assessment of suspected adverse drug reactions

  Assessment                      No. (% of ADR)
  ------------------------------- ----------------
  Naranjo causality assessment    
   Definite                       0 (0)
   Probable                       7 (16)
   Possible                       37 (84)
   Doubtful                       0 (0)
  WHO probability assessment      
   Certain                        0 (0)
   Probable                       17 (39)
   Possible                       27 (61)
   Unclassifiable                 0 (0)
   Unlikely                       0 (0)
   Conditional                    0 (0)
  Hartwig's severity assessment   
   Mild                           4 (9)
   Moderate                       40 (91)
  Preventability assessment       
   Not preventable                37 (84)
   Probably preventable           7 (16)
   Definitely preventable         0 (0)
  Predictability assessment       
   Predictable                    29 (66)
   Non-predictable                15 (34)

ADR = adverse drug reaction, WHO = World Health Organization

In majority of the cases (21, 48%), drugs were withdrawn to manage ADRs suspected to be caused by antidepressant medication. No change of antidepressant medication was performed in 19 (43%) patients. The majority of the suspected ADRs were not treated (40, 91%), whereas 4 (9%) received symptomatic treatment. The outcome was unknown for nearly half of the suspected ADRs (20, 46%), whereas it was known for 16 (36%) cases. Approximately, 16 (36%) of the cases had no dechallenge of suspected drug and definite improvement of ADRs was observed on dechallenge in 13 (30%) cases. Rechallenge of the suspected drug was not performed for any of the cases \[[Table 6](#T6){ref-type="table"}\].

###### 

Outcome of suspected adverse drug reactions

  Outcome                         No. (% of ADR)
  ------------------------------- ----------------
  Management of suspected ADRs    
   Drug withdrawal                21 (48)
   Dose altered                   4 (9)
   No change                      19 (43)
  Treatment of suspected ADRs     
   Specific                       0 (0)
   Symptomatic                    4 (9)
   Nil                            40 (91)
  Outcome of suspected ADRs       
   Fatal                          0 (0)
   Recovery                       16 (36)
   Continuing                     8 (18)
   Partial improvement            0 (0)
   Unknown                        20 (46)
  Dechallenge of suspected ADRs   
   Unknown                        15 (34)
   No improvement                 0 (0)
   Definite improvement           13 (30)
   No dechallenge                 16 (36)
  Rechallenge of Suspected ADRs   
   No occurrence                  0 (0)
   Recurrence of symptom          0 (0)
   No rechallenge                 44 (100)

ADRs = adverse drug reactions

Among the probable risk factors, a statistically significant association (*P* = 0.019) was observed only between the presence of drug interaction and the occurrence of ADR (relative risk: 0.429, confidence interval: 0.211--0.872) \[[Table 7](#T7){ref-type="table"}\].

###### 

Predisposing factors for development of adverse drug reactions in the study population

  Variable                       Category   Presence of ADR   Relative risk      *P* value          
  ------------------------------ ---------- ----------------- ------------------ ------------------ ----------
  Gender                         Male       41                9                  1 (ref)            0\. 3784
                                 Female     61                20                 1.3717             
                                                                                 (0.6789--2.7715)   
  Age group                                                                                         
  (in years)                     \<65       89                27                 1 (ref)            0.4123
                                 ≥ 65       13                2                  0.5728             
                                                                                 (0.1512--2.1700)   
                                 Expat      33                10                 1.0771             
                                                                                 (0.5493--2.1119)   
  Presence of comorbidity        Present    55                12                 0.6743             0.2381
                                                                                 (0.3503--1.2978)   
                                 Absent     47                17                 1 (ref)            
  Number of medications          \<7        85                26                 1 (ref)            0.4255
  ≥7                             17         3                 0.6404                                
                                                              (0.2140--1.9165)                      
  Presence of drug interaction   Yes        58                9                  0.4299             0.0195\*
                                                              (0.2117--0.8727)                      
  No                             44         20                1 (ref)                               

ADR = adverse drug reaction, CI = confidence interval

\**P* \< 0.05 is considered as statistically significant
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The primary objective of our research was to evaluate the incidence and nature of ADRs to antidepressant drugs and was limited only to patients visiting psychiatric outpatient department. The incidence of ADRs in our study was found to be 22.1%, whereas earlier study conducted in the same setting reported an incidence rate of 10.2% associated with psychotropic drugs in general.\[[@ref4]\] Earlier studies have reported ADR incidence rate varying from 19.8% to 42.39% among patients who took antidepressants.\[[@ref5][@ref6][@ref7]\] Our observation falls within these reported ranges.

The most frequent drug associated with ADRs was escitalopram, and the most common documented ADR was weight gain. A study reported that amitriptyline, clomipramine, and mirtazapine were associated with weight gain. While in the SSRI group, escitalopram may induce weight, however, researchers of this study have reported diverse observations for paroxetine and fluoxetine.\[[@ref15]\] Few studies reported that there are several possible mechanisms for weight gain induced by antidepressant, which includes high affinity to hypothalamic histamine H1 receptors and increased serum leptin.\[[@ref4][@ref15],[@ref16]\]

The underlying mechanisms for weight gain caused by antidepressant medication is not fully understood and additional studies are essential for inspecting the role of neurotransmitters and other possible factors.\[[@ref15]\] Moreover, the treatment of drug‑induced weight gain involves encouraging exercise, counseling by a dietician or switching to another antidepressant with fewer weight issues or psychotherapy.\[[@ref4][@ref17]\] In our study, we noticed one patient who reported loss of weight probably due to paroxetine. The treating psychiatrist noted that paroxetine is generic formulation and this may be the reason for losing weight. No standard literatures are available regarding loss of weight due to paroxetine.

A study reported that SSRIs are the most common class associated with ADRs.\[[@ref7]\] A longitudinal, observational study conducted in the outpatient psychiatry department reported that ADRs were most commonly observed with TCAs (58.84%) and the common ADRs were agitation and insomnia.\[[@ref5]\] Another study found that ADRs were mostly observed with TCAs followed by SSRIs.\[[@ref6]\] Somnolence was the second ADR detected in our study. Somnolence was observed with SSRIs and mirtazapine. Sridhar *et al.*\[[@ref4]\] conducted a study on psychotropic drugs in general where somnolence was a second common ADR and some of these patients were on antidepressants. Somnolence is an adverse effect of central nervous system (CNS), which can commonly cause by psychotropic medications that act on the CNS. It may continue for first few months, but usually wears off. Sleep disturbances were reported in about 25% of patients taking SSRIs in another study.\[[@ref18]\]

The third ADR was sedation, which was noticed with TCAs. It is known that TCAs have anticholinergic and antihistaminergic effects that produce sedation. This side effect often reduces in the first few weeks after initiation of treatment, and any patients who experience minor difficulty from sedation should be counseled to allow some time before switching to another antidepressant.\[[@ref17][@ref18]\] Patients with insomnia may benefit from sedation and the medication should be taken before bedtime.\[[@ref17]\] It is worth to note that in our study there were two pediatric patients who were prescribed with imipramine for nocturnal enuresis and both complained of severe sedation that their families decided to stop the treatment. The treating psychiatrist believes that it may be due to the fact that imipramine was generic preparation.

There were three reports of excessive dreams as an ADR documented in our study. Excessive dreams were associated with SSRIs and SNRIs. A small number of published studies report that the SSRIs intensify dreaming. A study performed to examine the dream effects of paroxetine and fluvoxamine reported that the subjective intensity of dreaming increased during both treatment and acute discontinuation compared with baseline.\[[@ref19]\] Earlier studies designate a strong impact of antidepressants on dream recall and dream content. There are definite pharmacological effects of antidepressants on dream recall frequency and content. However, antidepressant effects on dreams should be studied and recognized to be used in the treatment.\[[@ref20]\] Excessive dreams can be resolved within a few weeks and seldom lead to a change in treatment.\[[@ref18]\]

Abdominal pain contributed to an incidence rate of 6.8% with escitalopram, agomelatine, and fluoxetine. Nausea and vomiting were noted with escitalopram each with an incident rate of 2.3%. It is known that SSRIs can cause Gastrointestinal tract upset, but this adverse effect is normally dose dependent and likely to disappear over the first few weeks of treatment.\[[@ref17][@ref21]\] Another study reported a higher rate of nausea with adults receiving SNRIs than adults receiving SSRIs.\[[@ref21]\] A study reported a small increased risk of upper gastrointestinal hemorrhage with SSRI compared with TCA.\[[@ref22]\] It is recommended to advise the patient to administer the drug after food or in divided doses.\[[@ref17]\]

Irritability with escitalopram and mirtazapine and headache with escitalopram and agomelatine were reported in our study. A cohort study of antidepressant monotherapy reports side effects such as headache followed by nausea in higher percentages than our study.\[[@ref21]\] Headache tends to be lasting for a short time and recover within the first few weeks of treatment.\[[@ref17]\] Elevated blood pressure with SNRIs was reported in our study. Although all SNRIs can increase blood pressure, this risk is greater with venlafaxine compared to duloxetine and it is dose dependent. Therefore, blood pressure should be monitored before starting SNRIs and periodically during the treatment.\[[@ref18]\] Elevation of blood pressure with SNRIs is dose related, so it may respond to dose reduction. If not, a different antidepressant medication should be chosen.\[[@ref17]\]

Rash, decreased appetite, flush, and sexual dysfunction all were reported with escitalopram, flu-like symptoms with mirtazapine, palpitation with fluoxetine, xerostomia with clomipramine, sweating with imipramine, and fatigue and blurred vision with duloxetine. A study found that the most frequently reported ADRs were dry mouth and diaphoresis (sweating).\[[@ref7]\] Munoli and Patil\[[@ref6]\] reported that the most common ADR was dry mouth. Sexual dysfunction with SSRIs occurs due to stimulation of serotonin 5-hydroxytryptamine receptors (5HT-2 & 5-HT3) receptors.\[[@ref18]\] Patient education about side effects will enhance medication adherence and improve treatment outcome. Patients should be encouraged to report any side effect.\[[@ref18]\]

The most common psychiatric condition associated with ADRs in this study was major depressive disorder. Almost similar findings were reported by Sridhar *et al.*,\[[@ref4]\] in a study associated with psychotropic drugs in general, where they found that ADRs were more common with depression. A study on ADR monitoring of antidepressants reported that major depression was the most common disorder, 53.68% followed by anxiety 25.79%.\[[@ref2]\]

The causality assessment findings of our study were in accordance with one study where they reported that the majority of suspected ADRs belonged to the "possible" category, according to the WHO-UMC assessment scale.\[[@ref5]\] Munoli and Patil\[[@ref6]\] stated that all the suspected ADRs were of mild to moderate in severity, whereas Mukherjee *et al.*\[[@ref2]\] assessed that ADRs were found to be probable and mild in severity. In our study, most of the suspected ADRs were of "predictable" and "not preventable" type. Lahon *et al.*\[[@ref23]\] reported that the majority of ADRs were "not preventable." Another study of psychotropic drugs reported that the most of the documented ADRs were of "not preventable" type.\[[@ref4]\] Iuppa *et al.*\[[@ref24]\] studied pharmacist interventions to prevent ADRs in a psychiatric setting. Among medication classes responsible for ADRs, antidepressants had a lower rate (8%) but this study highlighted the role of the pharmacists where 87% of their interventions were categorized as "prevention of ADR" and 96.5% of pharmacists' recommendations were accepted.

There are known potential predictors of ADRs such as age, gender, race, and the number of drugs received/polypharmacy and other demographic factors; therefore, the association between these demographic factors and number of ADRs was analyzed. In our study, none of the demographic factors were significant predictors of ADR.\[[@ref25]\]

On the basis of the findings of our study, it is recommended to carry out a multicenter study involving larger population and longer study duration to identify rare and late onset ADRs and draw specific conclusions in relations to the predictors of the ADRs. In addition, our study highlights the need of continuous monitoring of ADRs in patients receiving antidepressants and provides the basis for future research in pharmacovigilance related studies in psychiatry settings.

*Limitations*: The main limitation of this study was a small sample size as it is a single-center study and the patients were selected randomly from a single clinic, so the sample may not represent all the psychiatric cases treated in the same setting. Another limitation was the short study duration. A longer duration may be more beneficial in identifying a wider range of ADRs. Limited options for the selections of antidepressants also limited the psychiatric choices as the study was conducted in a governmental hospital. The majority of the suspected ADRs observed in our study were of "mild" in severity as the study was conducted in an outpatient setting.

C[ONCLUSION]{.smallcaps} {#sec1-5}
========================

In conclusion, this study represents different types of suspected ADRs to antidepressants, which are encountered in a psychiatry outpatient setting in the UAE. Most of the suspected ADRs documented during the study were of milder nature, predictable, and were not preventable. In majority of the cases, drugs were withdrawn to manage ADRs suspected to be caused by antidepressant medication. Reporting ADR can help in rational use of medication and better patient drug management.
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